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ABSTRACT 

ADVERSE CHILDHOOD EXPERIENCES AND ADAPTIVE FUNCTIONING 

by 

Jessie Bridgewater 

Master of Arts in 

Psychology, Clinical Psychology 

 An adverse childhood experience (ACE) is a negative life event experienced 

during childhood such as abuse, neglect, and witnessing domestic violence. ACEs have 

traditionally been measured using a cumulative score, but recent studies have 

demonstrated the importance of considering ACE type and impact. The former refers to 

ACE categories, such as childhood maltreatment, while the latter refers to how an 

individual rates the current impact an ACE(s) is continuing to have on their lives (e.g., 

mostly positive vs. mostly negative). Furthermore, although many studies have found 

ethnic differences in the number of ACEs, the majority of these studies consist of 

primarily White samples. Additionally, while a vast portion of the literature delineates the 

negative outcomes associated with enduring ACEs, there are some individuals who 

effectively adapt in the face of adversity. Although adaptive functioning is often assessed 

using a total score, there is extensive support for examining multi-domain functioning. To 

address the lack of diversity (i.e., age and ethnicity) of past studies, the sample of the 

current study was comprised of young adults (i.e., 18-29) of diverse racial/ethnic 

backgrounds. Additionally, the current study addressed gaps in the literature by 

examining how the relationships among ACE predictors and adaptive functioning 

outcomes varied depending on the measurement of these constructs. Furthermore, the 
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influence of ACE type and race/ethnicity was also explored. Results indicated that the 

relationship between ACEs and adaptive functioning do change depending on how these 

constructs are measured and when ACE type and race/ethnicity are accounted for. Future 

studies should further explore the relationship between ACEs and domains of adaptive 

functioning among young adults of diverse backgrounds. 
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CHAPTER I 

INTRODUCTION 

Purpose 

 The purpose of this study is to better understand the nuanced relationship between 

adverse childhood experiences and adaptive functioning, and how this relationship varies 

by ethnicity.  

Theoretical Framework 

 The current study will examine the relationship between adversity and resilience 

from a developmental psychopathological perspective. Developmental psychopathology 

focuses on understanding both adaptive and maladaptive developmental processes 

(Masten, 2004). This can be described as the “mutually informative principle” and is 

based on the belief that adaptive or positive variations in development can inform 

maladaptive or negative variations in development and vice versa (Masten, 2006). For 

example, in the context of the current study, the presence of more mental health 

symptoms and less social skills in one individual can aid in understanding the presence of 

fewer mental health symptoms and more social skills in other individual and vice versa.  
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CHAPTER II 

REVIEW OF LITERATURE 

The CDC-Kaiser Permanente ACE Study 

 In the late 1990’s, Felitti and colleagues (1998) brought ACEs to the forefront of 

research with the Center for Disease Control (CDC)-Kaiser Permanente ACE Study. 

ACEs are negative life events experienced during childhood, such as abuse (i.e., 

psychological, sexual, and physical), neglect, and witnessing domestic violence. The 

hallmark CDC-Kaiser ACE Study remains to be one of the largest explorations into the 

relationships among childhood abuse, childhood neglect, and subsequent adult health and 

well-being. Of the various findings, this study revealed that the most commonly reported 

ACEs are physical abuse and household substance abuse, respectively (Felitti et al., 

1998). Furthermore, there was a “graded dose-response relationship” between ACEs and 

poor health and well-being across the life span.  

 Felitti and colleagues examined various health risk factors and “disease 

conditions” as measures of poor health. Risk factors included severe obesity, physical 

inactivity, smoking, depressed mood, suicide attempts, drug abuse, alcoholism, parental 

drug use, high  number of sexual partners, and prior history of sexually transmitted 

diseases. These specific risk factors were chosen because they were the top ten 

contributors to the leading causes of mortality and morbidity in the United States. Of the 

participants who had zero ACEs, 56% had none of the ten risk factors, while only 14% of 

those with more than four ACEs had no risk factors. The selected disease conditions (i.e., 

ischemic heart disease, cancer, stroke, emphysema, chronic bronchitis, hepatitis, diabetes, 

jaundice, and skeletal fractures) were also chosen because they were the primary 
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contributors of mortality in the United States. Like the risk factor results, participants 

with four or more ACEs had higher odds ratios regarding the presence of disease 

conditions when compared to those with no ACEs. The CDC-Kaiser Permanente ACE 

study solidified the importance of studying ACEs by uncovering the various negative 

impacts of enduring more ACEs. 

  The original ACE Scale developed by Felitti and colleagues (1998) was 

comprised of seven categories: psychological, physical, or sexual abuse; violence against 

mother; or living with household members who had substance abuse issues, mentally ill 

or suicidal, or ever imprisoned. Additionally, recent research has found that peer 

victimization, isolation, peer rejection, and exposure to community violence are also 

significant predictors of the negative (both mental and physical) health outcomes 

commonly associated with ACEs (Finkelhor, Shattuck, Turner, & Hamby, 2015). For 

instance, one longitudinal study found that those who were chronically victimized by 

their peers reported significantly more physical and mental problems than non-victims 

(Biebl, Dilalla, Davis, Lynch, & Shinn, 2011). It is important to note that experimentation 

is not possible when exploring ACEs. However, certain study designs (e.g., longitudinal) 

enable strong associations to be made between ACEs (e.g., exposure to community 

violence) and mental and physical health outcomes. 

Measuring ACEs 

Cumulative Scores 

 ACEs have traditionally been measured using a cumulative score (Brown et al., 

2009; Merrick et al., 2017). This involves dichotomizing various ACEs and then adding 

up the number of events that the individual experienced to create a total ACE score. Total 
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scores are useful because they enable researchers to analyze the effects of enduring more 

ACEs regardless of type, severity, and self-reported impact. For instance, a study 

involving 7,465 participants found that as the cumulative ACE score increased, so did the 

odds of experiencing suicide attempts, depression, and substance in adulthood (Merrick 

et al., 2017). It is also common and informative to analyze potential differences between 

those with “low”, “medium” and “high” adversity. For example, a longitudinal study 

involving 2,398 participants ranging from the ages of 18 to 101 found that those who 

experienced some adversity reported superior mental health and well-being outcomes 

(i.e., lower self-rated functional impairment, lower global distress, high life satisfaction, 

and less posttraumatic stress symptoms) than those who experienced no or high levels of 

adversity (Seery, Holman, Silver, & King, 2010). This study supports the notion that 

experiencing some adversity may be more beneficial than experiencing none or high 

levels of adversity. However, stopping at a cumulative score oversimplifies the 

complexity of ACEs.  

ACE Type: Childhood Maltreatment  

 It is equally important and informative to consider ACE type. A brief review of 

the child maltreatment literature can shed light on the importance of considering the 

association between specific ACE types and later health issues. Child maltreatment refers 

to abuse (i.e., emotional/psychological, physical, and sexual) and neglect (Jaffee, 2017). 

In general, various studies suggest that child maltreatment is associated with an array of 

issues in adolescence and adulthood including mental health symptoms and diagnoses as 

well as poor physical health (Cohen, Brown, & Smaile, 2001; Horwitz, Widom, 

Mclaughlin, & White, 2001). The following review will focus on mental health, 
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specifically. 

ACE Type: Emotional Abuse 

 Child psychological or emotional maltreatment has been described as the “most 

challenging and prevalent form of child abuse and neglect” (Hibbard, Barlow, & 

MacMillan, 2012). On a general level, it involves acts of omission and commission 

(Glaser, 2011). The former refers to neglect and the latter refers to abuse. Although there 

is a lack of consensus about a definition of this type of maltreatment, there is more 

agreement regarding the common types of behaviors often associated with emotional 

abuse (EA) including, but not limited to: terrorizing (e.g. threatening violence against the 

child), spurring (e.g. belittling), isolating (e.g. limiting social interactions), 

exploiting/corrupting (e.g. modeling antisocial behavior), health care/educational neglect 

(e.g. refusing to provide for serious physical health needs), and denying emotional 

responsiveness (e.g. absence or little provision of warmth; Myers & American 

Professional Society on the Abuse of Children, 2002; Brassard & Donovan, 2006; 

Hibbard, Barlow, & MacMillan, 2012).  

 A recent study conducted by Spinazzola and colleagues (2014) involving 5,616 

maltreated, primarily White (38%), Black (30%), and Hispanic/Latino (7%) children, 

found that 62% experienced emotional abuse (EA). Additionally, 24% of the entire 

sample experienced EA exclusively. Compared to those who experienced physical abuse 

alone, those who only experienced EA had higher odds ratios on the following five 

indicators: behavior problems at home, attachment problems, acute stress disorder, 

depression, and generalized anxiety disorder. Of the 27 behavioral and psychological 

indicators, the EA group had higher frequencies on 17 different indicators compared to 
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those who only experienced sexual abuse. Furthermore, comparisons between the EA 

group and those experiencing both physical abuse and sexual abuse revealed that the EA 

group had similar odds on 20 of the 27 indicators and significantly higher odds on 

substance abuse disorder, depression, generalized anxiety disorder, and acute stress 

disorder. Lastly, the occurrence of EA with another type of maltreatment (i.e., physical 

abuse or sexual abuse) was associated with poorer internalizing and externalizing scores 

(as measured by the Child Behavior Checklist) as well as a wider range of clinical 

symptoms compared to the occurrence of physical abuse and sexual abuse without EA. 

Although the findings of the Spinazzola and colleagues (2014) study only pertain to 

children and adolescents, the results are similar to studies regarding associations between 

emotional maltreatment and mental health in young adulthood. In a sample of 2,637 

primarily Asian (46.3%), Hispanic (28.3%), and White (16.4%) undergraduate students, 

experiencing EA alone had the strongest association with psychopathology compared to 

physical abuse, sexual abuse, and exposure to domestic violence (Berzenski & Yates, 

2011). It is clear that the presence of EA alone is associated with more behavioral and 

psychological problems in adolescence and adulthood. Furthermore, the presence of EA 

in combination with other types of maltreatment often exacerbates these negative 

behavioral and psychological problems.  

ACE Type: Physical Abuse 

 In addition to EA, childhood physical abuse (CPA) is also related to later, distinct 

mental health issues. The Child Abuse and Prevention Treatment Act defines CPA as 

purposely injuring a child (e.g. kicking or striking; Child Welfare Information Gateway, 

2009). A recent meta-analysis consisting primarily of studies conducted in the United 
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States (i.e. 91 out of 111 studies) found that the prevalence of CPA is between 20-30% 

(Stoltenborgh, Bakermans-Kranenburg, Ijzendoorn, & Alink, 2013). A systematic review 

and meta-analysis of 124 studies about non-sexual child maltreatment (i.e. physical 

abuse, emotional abuse, and neglect) conducted by Norman and colleagues (2012) found 

that, compared to EA, and neglect, those who experienced CPA  were more likely to 

experience later drug use, suicide attempts, contracting sexually transmitted infections, 

and engaging in risky sexual behavior.  

 Additionally, a study consisting of 43,093 participants from the United States 

found that CPA was significantly more common among females than males, individuals 

born in the U.S. compared to those born elsewhere, and among minorities (i.e. Native 

American, Black, and Hispanic) compared to non-Hispanic White people (Sugaya et al., 

2012). After controlling for psychiatric comorbidities, sociodemographic characteristics, 

and other childhood adversities, CPA had the strongest, significant associations with 

attention-deficit hyperactivity disorder (ADHD), posttraumatic stress disorder (PTSD), 

and bipolar disorder. Furthermore, there was a dose-response relationship between 

frequency of CPA (i.e., how often the abuse was) and risk of any mood, anxiety, 

substance abuse disorder, and/or suicide attempt. The strongest association was with 

suicide attempt: Individuals who reported being pushed, shoved, slapped, hit, or grabbed 

often were 8.6 times more likely to attempt suicide compared to developing any anxiety 

disorder (OR = 4.68), mood disorder (OR = 4.45), or any substance abuse disorder (OR = 

2.73). Based on this literature, and compared to EA, CPA is more strongly associated 

with specific mental disorders such as ADHD and PTSD. There is also a strong 

association with suicide attempts that is unique to CPA.  
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ACE Type: Sexual Abuse 

 In addition to emotional abuse and physical abuse, childhood sexual abuse is also 

associated with a wide array of later mental health and behavioral problems. Childhood 

sexual abuse (CSA) is defined as “any sexual activity perpetrated against a minor by 

threat, force, intimidation, or manipulation” (Collin-Vezina, Daigneault, & Hebert, 2015). 

This includes both contact and non-contact acts such as fondling, rape, exhibitionism, and 

involving a child in prostitution. According to the U.S. Department of Health and Human 

Services (2017), 6.5% of all child maltreatment cases reported to Child Protective 

Services involve sexual abuse alone. Furthermore, there is evidence of an effect of gender 

in which females are sexually abused and/or sexually assaulted at higher rates compared 

to males before the age of eighteen (Finkelhor, Shattuck, Turner, & Hamby, 2014). 

However, it is widely believed that prevalence rates are higher since CSA is often 

underreported (Chen et al., 2010; Priebe & Svedin, 2008; Kogan, 2004).  

 There is a wealth of research dedicated to examining the impact of CSA, as 

evidenced by the abundance of meta-analyses (Abajobir, Kisley, Maravilla, Williams, & 

Najman, 2017; Devries et al., 2014; Lindert et al., 2013; Friedman et al., 2011; Chen et 

al., 2010; Paras et al., 2009). One meta-analysis regarding gender differences in the 

relationship between childhood sexual abuse and risky sexual behaviors involving eight 

studies (N = 38, 989) found that CSA was associated with 1.59 times greater likelihood 

of engaging in risky sexual behaviors (Abajobir et al., 2017). Results were similar for 

both females and males regardless of year of publication and restriction to higher quality 

studies. Females with “substantiated” reports of CSA (i.e. by the courts and/or child 

protective services) had a greater risk for risky sexual behaviors compared to those who 
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self-reported. Regarding mental health, a meta-analysis consisting of 37 studies (N = 

3,162,318; Chen et al., 2010) found significant associations between a history of sexual 

abuse and a lifetime diagnosis of depression, anxiety disorders, eating disorders, suicide 

attempts, and sleep disorders. It is important to note that “sexual abuse” was used rather 

than “childhood sexual abuse” because seven of the studies included in the analysis did 

not specify when the sexual abuse took place. Furthermore, a meta-analysis of the 

association between childhood maltreatment and eating disorders found that CSA was 

positively associated with bulimia (N = 8,789) and binge-eating disorder (N = 5,170; 

Caslini et al., 2016). The literature suggests that CSA is associated with a wider array of 

behavioral and psychological issues later in life, compared to EA and CPA.  

ACE Type: Neglect 

 Neglect is uniquely different from abuse since it is an act of omission as opposed 

to an act of commission: neglect occurs when there is an absence or deficiency of 

appropriate parenting rather than the occurrence of inappropriate parenting behavior 

(Schumacher, Slep, Smith & Heyman, 2001). According to the U.S. Department of 

Health and Human Services (2017), Neglect accounts for more than 60% of cases 

reported to Child Protective Services, making it the most commonly reported type of 

child maltreatment in the United States.  The systematic review and meta-analysis of 124 

studies about non-sexual child maltreatment (i.e. physical abuse, emotional abuse, and 

neglect) conducted by Norman and colleagues (2012) also found that, compared to non-

abused individuals, neglected individuals had a higher risk of developing depressive 

disorders. This risk was higher than that of individuals who were physically abused. The 

same was found for anxiety disorders. While EA, CPA, and CSA are associated with an 
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array of mental and behavioral issues later in life, neglect appears to be more strongly 

associated to depressive and anxiety disorders specifically.  

Impact Ratings 

 In addition to ACE type, self-reported impact of ACEs has also been found to be a 

significant predictor of current mental and physical health (Graeber, Helitzer, Fawcett, & 

LaNoue, 2013). Specifically, results indicated that, while controlling for the total ACE 

score, participants with high ratings of negative impact (i.e., those who frequently 

responded “mostly/very negative”) of ACEs had poorer physical and mental health. For 

example, participants who rated several ACEs they endured as continuing to have a 

“mostly negative” or “very negative” impact on their lives also had poorer physical and 

mental health outcomes compared to participants who rated few items in this manner.  It 

is also important to note that the sample from this study was comprised of 154 

predominantly White females ranging from the ages of 40-71.  

 Although the use of impact ratings in childhood adversity-related research is quite 

limited, the idea that the way in which individuals appraise traumatic events effects later 

behavioral and emotional responses has been studied extensively (e.g., cognitive 

appraisal and “meaning making”), especially when examining childhood sexual abuse 

(Cromer & Smyth, 2010; Simon, Feiring, & Kobielski Mcelroy, 2010; Grossman, 

Sorsoli, & Kia-Keating, 2006). For example, Cromer and Smyth (2010) found that post-

traumatic cognitions predicted post-traumatic stress symptoms while controlling for 

amount of trauma exposure. Specifically, negative cognitions about the self (e.g., “I am a 

weak person”) and the world (e.g., People can’t be trusted”) predicted symptom severity.  

 It is evident that ACEs can be measured in a variety of ways. Each method of 
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measurement provides distinct information about an individual’s unique adversity 

experience. While total ACE scores enable researchers to examine the cumulative or 

additive effect of having more ACEs on physical and mental health, considering ACE 

type and impact can aid in further understanding the nature of these relationships. 

Therefore, utilizing more than one method of measurement enhances the researcher’s 

ability to capture the nuances and complexity of such experiences. 

Adaptive Functioning  

 Much of the literature uses the terms “adaptive functioning” and “resilience” 

interchangeably. For this study, the former was chosen since resilience is widely accepted 

and defined as a process of adaptive functioning (APA, 2014). Data from this study will 

not enable examination of the resiliency process since data collection will only take place 

during one time point. However, a review resilience literature is pertinent and directly 

related to adaptive functioning. While a vast portion of the literature delineates the 

negative outcomes associated with enduring ACEs, there is some literature dedicated to 

also understanding the numerous positive outcomes. Different researchers have 

conceptualized resilience as a trait, specific outcome, or a process. “Trait resilience” and 

“trait orientation” are terms used when resilience is defined as a personality trait that 

enables one to cope with adversity (Hu, Zhang, & Wang, 2015). Proponents of this 

perspective believe that this personality trait is responsible for “inoculating” individuals 

against the negative impacts of adversity (Connor & Davidson, 2003). Resilience has also 

been defined as a positive behavioral outcome or function that aids individuals in the 

recovery from adversity (Harvey & Delfabbro, 2004).  

 Increasingly, resilience has been defined as a dynamic, ever-evolving process in 
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which positive adaptation occurs within the context of significant adversity (Luthar, 

Cicchetti, & Becker, 2000). Research using the process perspective aims to understand 

(a) the mechanisms that modify the impact of a risk setting and (b) the developmental 

mechanisms that enable individuals to successfully adapt (Olsson, Bond, Burns, Vella-

Brodrick, & Sawyer, 2003). Understanding this process requires assessment of risk and 

protective factors. The former addresses aim one and the latter addresses aim two. 

Furthermore, much research has been dedicated to identifying psychosocial, protective 

factors that promote resilience within individuals (e.g., self-efficacy), between 

individuals (e.g., family cohesion), and in the environment (e.g., academic success; 

Olsson et al., 2003).  

 Although resilience is often assessed using a total score, there is extensive support 

for assessing adaptive functioning (i.e., healthy or “integrated positive functioning”; 

Southwick, Bonanno, Masten, Panter-Brick, & Yehuda, 2014) in various domains of 

resilience (Luthar & Brown, 2007; Davidson et al., 2010). Topitzes, Mersky, Dezen, and 

Reynolds (2013) note that resilience is “best measured across a range of outcomes” due 

to its multidimensional nature. However, even though they measured resilience across 

multiple domains (i.e., educational attainment, employment, criminality, behavioral 

health, and mental health), they did not report their domain-related findings. Rather, they 

only reported the summed scores. This is problematic because adaptive functioning can 

vary across domains. For example, an individual can be mentally healthy while also 

struggling when it comes to employment. A summed score cannot adequately capture 

such variation.     

 However, ACEs and resilience research that incorporates and reports multi-
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domain-related findings is scarce, especially in diverse, young adult populations. There is 

a plethora of studies on ACEs and resilience, but the majority of these studies either focus 

on children and adolescents (Vanderbilt-Adriance & Shaw, 2008) or do not measure 

resilience across domains (Youssef et al., 2017; Poole et al., 2017). As a result, little is 

known regarding adaptive functioning and adulthood (Campbell-Sills, Cohan, & Stein, 

2006).    

ACEs, Adaptive Functioning, and Race/Ethnicity  

 As previously mentioned, mental health can be seen as one of the many domains, 

or indicators, of adaptive functioning. Within mental health, disorder-specific symptoms 

are often the outcome variables measured in studies involving ACEs and race/ethnicity. 

A large study consisting of 84,837 children examined racial disparities in childhood 

adversity among children in the U.S. (Slopen et al., 2016). Among the three racial groups, 

Black and Hispanic children were exposed to more adversities compared to White 

children. Contrastingly, a different study consisting of 34,653 adults examined the 

exposure to traumatic events by race/ethnicity found that Whites were more likely to 

experience any type of trauma compared to Blacks, Asians, and Hispanics. However, 

Blacks and Hispanics had a higher risk of exposure to child maltreatment (Roberts et al., 

2011). In another study with a large sample (N = 60, 598), Lee and Chen (2017) 

examined the relationship between mental health, ACEs, and excessive alcohol use. They 

found that the ACEs categorized as household challenges (e.g. household substance 

abuse) by the original CDC-Kaiser ACE study were more frequently reported by non-

Hispanic blacks and Hispanics compared to non-Hispanic whites. Additionally, Hispanics 

more frequently reported childhood physical abuse than non-Hispanic whites. Hispanic 
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blacks were significantly less likely than their white counterparts to report experiencing 

child abuse only. While emotional abuse was the most commonly reported ACE, it did 

not significantly differ by race/ethnicity. It is important to note that neglect was not 

included when measuring ACEs. Lastly, secondary analysis of a longitudinal study 

involving a primarily African American sample (i.e., 93% African American and 7% 

Hispanic) of young adults (i.e., ages 22-24) revealed that more adversity (i.e., cumulative 

adversity) was associated with more frequent anxiety, depressive symptoms, and 

substance use (i.e., tobacco, alcohol, and marijuana; Mersky, Topitzes, & Reynolds, 

2013). Based on the literature, it appears that racial/ethnic differences exist when it 

comes to experiences of child maltreatment. However, results are mixed when it comes to 

which racial/ethnic group experiences more ACEs overall. 

 Although some studies have found racial/ethnic differences in ACEs both across 

(i.e., ACE total score) and within ACE types (i.e., comparing different categories of 

ACEs), the vast majority consist of primarily White samples (Lee & Chen, 2017; 

Schilling, Aseltine, & Gore, 2007; Slopen et al., 2016). For example, a recent study 

regarding ACEs, high risk behaviors, and morbidity in adulthood had a large sample of 

48,526 American adults in which 85.24% of the participants identified as White 

(Campbell, Walker, & Egede, 2016).  Despite having a relatively homogenous sample, 

the authors concluded that increasing ACE scores (e.g., going from 1 to 2 or 3 to 4) were 

associated with being younger, being female, being a minority (i.e., “Black”, “Hispanic”, 

or “Other”), having less education, and having lower income. It is important to note that 

the composition of their sample was not listed as a limitation. Another study focusing on 

ACEs, smoking, and depressive symptoms had a sample size of 20,711 American adults 
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with 72.5% White (non-Hispanic) participants (Walsh & Cawthon, 2014). The 

relationship between ACEs and smoking was partially mediated by depression. Results 

were only significant for Hispanic, Asian, and White participants. However, only 3.8% of 

the sample was Hispanic and 10.8% was Asian. In this case, the composition of the study 

was listed as a limitation. According to the U.S. Census Bureau (2016), approximately 

61.3% of the population is comprised of Non-Hispanic/Latino Whites. Further, 17.8% 

identify as Hispanic or Latino, 13.3% identify as Black, and 5.7% identify as Asian. 

While it is unrealistic to expect the samples of large studies to exactly match U.S. Census 

Bureau statistics, such studies should at least have similar proportions or mention that 

their conclusions about ethnic minorities may be less accurate given their 

underrepresentation in the sample.  

 It is clear that the current ACE literature is limited when it comes to having 

ethnically representative samples. This is problematic, as disproportionately smaller 

minority samples make any findings about minorities subject to higher rates of error. 

Uncertainty regarding minorities experiencing more ACEs than their White counterparts 

is concerning since past adversity research has delineated the vast array of negative 

outcomes associated with having more ACEs. In a recent, cross-sectional study with a 

sample of predominantly Black (39%) and Hispanic (47.5%) women, those who reported 

four or more ACEs were 6.5 times as likely to report very low food security than 

participants who reported no ACEs (Sun et al., 2016). Among those identifying as 

Hispanic, Latino/a, Mexican, Mexican-American, Chicano/a, Central American, South 

American, Mestizo, La Raza, or Spanish in Southern California, having more ACEs 

increased the probability of cigarette smoking, binge drinking, marijuana use, and hard 
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drug use (Allem, Soto, Baezconde-Garbanati, & Unger, 2015). Furthermore, specific 

categories of adversity experience (i.e., verbal abuse, physical abuse, and parental 

separation or divorce) were significantly associated with different types of substance 

abuse.  

 It is also important to note that the authors mentioned how earlier studies 

regarding ACEs and adult drug use failed to include a sample of individuals from a 

collectivistic culture (Allem, Soto, Baezconde-Garbanati, & Unger, 2015). They also 

suggested that the strong family ties often associated with collectivistic cultures are 

crucial as many ACEs represent an unhealthy family dynamic (e.g., domestic violence). 

This underlines the importance of incorporating a proportionate number of ethnic 

minorities in ACE-related research: There may be some cultural construct buffering or 

exacerbating the relationship between ACEs and poor health outcomes that cannot be 

captured in roughly homogeneous samples.  

 This notion is further emphasized by a multicultural version of the stress process 

model (Slavin, Rainer, McCreary, & Gowda, 1991). The original version of the stress 

process model consists of five elements including the occurrence of a potentially stressful 

event, primary appraisal (e.g., “Should I be concerned?”), secondary appraisal (e.g., 

“What can I do about it?”), coping efforts (i.e., problem-focused and emotion-focused), 

and adaptational outcomes (i.e., physical and mental health; Lazarus & Folkman, 1984). 

The multicultural version of the stress process model expands upon these elements to 

include additional, culturally-relevant dimensions.  

 Regarding the first element (i.e., occurrence of potentially stressful event), events 

related to minority status, discrimination, socio-economic status, and specific customs 



 17 

were incorporated. Regarding the second element (i.e., primary appraisal), it is suggested 

that the cultural or familial definition of the event be considered along with the cultural 

framework that is used to understand the event. Regarding the third element (i.e., 

secondary appraisal), various definitions were added including cultural definitions of 

behavioral coping options as well as definitions of family, social network, and 

community. Further, ethnic identity and beliefs regarding group efficacy were included as 

additional dimensions to be considered. Regarding the fourth element (i.e., coping 

efforts), it is suggested that culturally-specific coping behaviors, like rituals, be 

considered in addition to culturally and mainstream sanctioned coping strategies. Further, 

“biculturation” is included to account for the skills acquired to operate in both minority 

and non-minority cultural settings. Lastly, regarding the fourth element, it is suggested 

that cultural influences and norms be considered when investigating adaptational 

outcomes. The multicultural version of the stress process model demonstrates the 

multitude of factors that could potentially be influencing the relationship between ACEs 

and adaptive functioning among ethnic minority groups. The authors also emphasized the 

importance of examining differences both within and across ethnic groups. 

  The following study is an example of the nuanced findings within and across 

racial/ethnic groups. In a sample of White (62.4%), Black (34.3%), and Hispanic (3.4%) 

participants, Widom et al., (2012) found differences in mental health consequences 

emerged both within racial/ethnic groups (e.g., Neglected White children versus White 

children who were not neglected) and across groups (e.g., White neglected children 

versus Black neglected children). Among the neglected groups, White children showed 

increases in the risk for major depressive disorder, conduct disorder, posttraumatic stress 
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disorder, dysthymia, and antisocial personality disorder. Black children had an increased 

risk of dysthymia and generalized anxiety. Finally, Hispanic children showed an 

increased risk for alcohol problems. Additionally, differences in the neglected group also 

emerged regarding criminal consequences: Black and White neglected children had a 

higher risk for being arrested compared to their respective controls.  

 Regarding the intersectionality between gender and race/ethnicity, a study 

consisting of 251 Middle Eastern/ South Asian (37%), Latina (34%), and East Asian 

(29%) women living in the United States found that the majority of participants in each 

racial/ethnic group experienced physical abuse before the age of sixteen (Maker, Shah, & 

Agha, 2005). The specific breakdown is as follows: 78% of Latinas, 73% of South 

Asians/Middle Easterners, and 65% of East Asians reported experiencing CPA. It is 

apparent that ethnic minority status and identity are critical considerations when 

examining the relationship between ACEs and adaptive functioning. 

Current Study 

 The current study aims to fill the various gaps in the literature by examining the 

relationships among ACEs, multiple domains of adaptive functioning, and ethnicity, in a 

sample of young adults (i.e., ages 18-29). The primary goals of this study are to 1.) 

examine how the relationship between ACEs and adaptive functioning varies depending 

on how these constructs are measured and 2.) examine how this relationship varies by 

ACE type and ethnicity.  To achieve these goals, ACEs will be measured in three ways 

(i.e.., frequency, impact, and type) and adaptive functioning will be measured in two 

ways (i.e., total score and domains of adaptive functioning). Race/ethnicity will be 

measured in two ways (i.e., status and identity). However, only racial/ethnic status will be 
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used for the analyses.  

 When ACEs and adaptive functioning are measured the “traditional” way (i.e. 

total scores), it is hypothesized that minorities will have more ACEs than non-minorities 

(Slopen et al., 2016). When examining the relationship between ACEs (i.e. both impact 

and total score) and adaptive functioning by ACE type (i.e., childhood maltreatment vs. 

no childhood maltreatment experience), it is hypothesized that the relationship between 

ACEs (i.e. impact and total score) and higher mental health scores will be strengthened 

for those who reported experiencing childhood maltreatment (Cromer & Smyth, 2010; 

Simon, Feiring, & Kobielski Mcelroy, 2010; Grossman, Sorsoli, & Kia-Keating, 2006). 

Upon analyzing various levels of adversity (e.g., low versus moderate), those with 

moderate levels of adversity will have lower mental health scores and higher social skills, 

social support, goal efficacy, and planning/prioritizing behavior scores than those with 

high or zero adversity scores (Seery, Holman, Silver, & King, 2010). When ACEs are 

measured by the self-reported impact ratings only, it is hypothesized that those who 

endorse ACEs as having a primarily negative impact on their life will score higher on the 

mental health measures and lower on social skills, social support, goal efficacy, and 

planning/prioritizing behavior compared to those that do not (Graeber, Helitzer, Fawcett, 

& LaNoue, 2013). A series of exploratory analyses will be conducted to better understand 

how the relationship between ACEs and domains of adaptive functioning varies by ACE 

type and race/ethnicity. This pertains to the following models: 1.) The model involving 

ACEs measured as levels of adversity experience and ACE type as a moderator will be 

exploratory. 2.) The model involving ACEs measured as levels of adversity experience 

and race/ethnicity as a moderator will also be exploratory. 3.) The model involving ACEs 
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measured as levels of impact and ACE type will be exploratory. 4.) Lastly, the model 

involving ACEs measured as levels of impact and race/ethnicity as a moderator will be 

exploratory.  
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CHAPTER III 

METHODOLOGY 

Procedures 

 An online, approximately 30-minute, 76-item survey, developed in Qualtrics was 

administered to 549 students from the subject pool, where they were allotted 2 credits 

upon completion. Additionally, 172 non-pool participants were given a $5 Amazon gift 

card upon completion of the same online survey. Both the survey and gift card 

distribution were completely online. As further incentive to participate, students not from 

the subject pool were also automatically entered into a raffle to receive an additional gift 

card or the grand prize which was an iPad Air 2. Using an online random number 

generator, twelve people won an additional $25 Amazon gift card while one person won 

the grand prize. For both the subject pool and non-subject pool participants, the informed 

consent process was administered once online via Qualtrics.  

Participants 

 Data were collected from two sources: psychology subject pool and non-subject 

pool. For the subject pool sample, inclusionary criteria included the following: a) having 

the ability to read and write in English and b) being over the age of eighteen. These 

particular criteria were chosen since the survey was in English and because young 

adulthood is thought to begin at age eighteen (Stroud, Mainero, Olson, Council, & 

Institute of Medicine, 2013). It is important to note that the subject pool is comprised 

entirely of undergraduate students from California State University, Northridge (CSUN). 

In addition to collecting data from the subject pool, data was also collected from students 

outside of the subject pool since students from the subject pool represent a unique subset 
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of the larger CSUN student population; those who join the subject pool do so to receive 

credit(s) in an introductory psychology course. Therefore, collecting data from outside of 

the subject pool aided in diversifying the study sample and was more representative of 

the CSUN student population.  

 Participants outside of the subject pool were recruited via fliers and class 

announcements. Regarding the former, fliers were posted in multiple buildings 

throughout CSUN. Regarding the latter, several announcements (i.e., in-person and via 

email) about the study were made in various courses across different departments. For the 

non-subject pool sample, inclusionary criteria included a) having the ability to read and 

write in English, b) being over the age of eighteen c) being currently enrolled at CSUN as 

an undergraduate, d) not having a major or minor in psychology or sociology, e) and not 

being currently enrolled in PSY 150 or PSY 250 (i.e., introductory psychology classes 

where participation in the subject pool is highly likely). The first two criteria were chosen 

for the same reasons previously discussed. The third criterion was chosen since 

participant payment required verification of identity, which was easiest to do in-person at 

CSUN, with CSUN students. The fourth criterion was necessary to prevent students from 

taking the survey twice (i.e., once for credit and once for a gift card). The following 

reliability information only pertains to the subject pool sample. The reason for this will 

be explained in the Results section.  

Measures 

Adverse Childhood Experiences (ACEs) 

 A modified (i.e., expanded) version of the original ACE scale was used. The 

original measure incorporates questions from a multitude of published surveys. Questions 
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regarding psychological and physical abuse came from the Conflicts Tactics Scale 

(Straus, 1979). Four questions regarding contact sexual abuse came from Wyatt (1985). 

Alcohol and drug abuse exposure questions were adapted from the 1988 National Health 

Interview Survey (Schoenborn, 1991). The original ACE measure includes questions 

about abuse (i.e., emotional, physical, and abuse), household challenges (i.e., mother 

treated violently, household substance abuse, and living with someone who is mentally 

ill) and neglect (i.e., emotional and physical) that took place during the participant’s first 

18 years of life. The ACE measure was expanded to include three additional items to 

capture the following relevant adversities: peer victimization (i.e., “Did other kids, 

including your brothers or sisters, often or very often hit you, threaten you, pick on you 

or insult you?”), peer rejection/isolation (i.e., “Did you often or very often feel lonely, 

rejected or that nobody liked you?”), and exposure to community violence (i.e., “Did you 

live for 2 or more years in a neighborhood that was dangerous, or where you saw people 

being assaulted?”; Finkelhor, Shattuck, Turner, & Hamby, 2015). Additionally, a self-

reported impact rating item was added (i.e., “How would you describe the impact in your 

life now?”; Graeber, Helitzer, Fawcett, & LaNoue, 2013). The item only appeared if the 

participant indicated that they dealt with a particular ACE. The 29-item ACE 

questionnaire has demonstrated excellent reliability (α = .95) and validity in past research 

(Poole, Dobson, Pusch, 2017). However, this was not the case in the current study sample 

since the reliability for the 29 items was .60 and .59 with the additional three items. 

Although this reliability is below the acceptable threshold, it is important to note that 

assessing reliability for this measure may not be appropriate since it is a type of checklist.  

Adaptive Functioning: Non-Mental Health Domains 
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  The Scale of Protective Factors (SPF-24; Madewell & Ponce-Garcia, 2016) was 

used to create a total score and to evaluate how participants were faring in the following 

specific domains: social skills (sample item: “I am good at starting new conversations.”), 

social support (sample item: “My friends and/or family, are supportive of one another.”), 

goal efficacy (sample item: “I am confident in my ability to solve problems.”), and 

planning/prioritizing behaviors (sample item: “When working on something, I plan things 

out.”). This scale consists of 24 items developed to assess individual and interpersonal 

factors of resilience. It has demonstrated excellent reliability and validity in past research 

(Madewell & Ponce-Garcia, 2016). Regarding the total score, the internal consistency 

reliability was .93 and .95 in the sample used for the current study. Furthermore, the 

internal consistency reliabilities for each subscale are as follows: social support .91 (.89 

in current study), social skills .88 (.93 in current study), prioritizing/planning behavior 

.86 (.90 in current study), and goal efficacy .87 (.93 in current study). It is also important 

to note that this scale was previously tested on young adults since it was used in a young 

adult population for the current study (Madewell & Ponce-Garcia, 2016).   

Adaptive Functioning: Mental Health 

 The recently developed DSM-5 Self-Rated Level 1 Cross-Cutting Symptom 

Measure-Adult was used for this study (Narrow et al., 2013). This 23-item measure was 

selected because it provides information regarding 13 different psychiatric domains 

including anger, mania, depression, somatic symptoms, anxiety, suicidal ideation, 

psychosis, sleep problems, memory, repetitive thoughts and behaviors, personality 

functioning, dissociation, and substance use. This measure asks participants to rate the 

frequency of their symptoms (sample item: “I don’t feel like doing things that I used to 



 25 

like doing.”) from a scale of “not at all” (i.e., 1) to “nearly every day” (i.e., 4). This 

measure has demonstrated good or excellent test-rest reliability in adult respondents 

(Narrow et al., 2013). This was also the case in the current study sample (α = .91).  

 The 17-item Screen for Posttraumatic Stress Disorder (SPTSS; Carlson, 2001) 

was used to gauge participant PTSD symptoms and because it was developed to assess 

the impact of multiple traumas experienced by an individual. This is especially important 

since it is common for people to experience multiple ACEs. This screen has demonstrated 

good internal validity (α = .91) and good concurrent validity when correlated with other 

commonly used measures of PTSD (Carlson, 2001; Caspi, Carlson, & Klein, 2007). In 

the current study sample, the reliability was .93.  

Race/Ethnicity  

 Racial/ethnic status was measured using the race and ethnicity questions from the 

American Community Survey conducted by the U.S. Census Bureau (2016). A question 

that the U.S. Census Bureau was considering adding to the 2020 census was also 

included; it asked about Middle Eastern and North African origin (i.e., “Are you of 

Middle Eastern or North African Origin?”; Jones & Bentley, 2016).  

Data Analytic Strategy 

 Regarding the two different types of participants, a subset of those in the subject 

pool were randomly selected and compared to the total non-subject pool participants 

using a T-test and chi-square tests for the non-categorical and categorical variables to 

determine if the samples could be combined for analyses.  

 The study goals were achieved using an independent samples T-test and five path 

analyses in which ACE frequency and impact were the predictors and domains of 
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adaptive functioning and adaptive functioning (i.e., total score) were the outcomes. 

Therefore, the paths between ACEs (i.e., frequency and impact) and both adaptive 

functioning outcomes were explored. Furthermore, ethnicity and ACE type were included 

as moderators. The path models were examined using Mplus, version 8 (Muthén & 

Muthén, 1998-2011). Good model fit was indicated by values greater than .90 for the 

Comparative Fit Index (CFI), and less than .06 for the root mean squared error 

approximation (RMSEA; McDonald & Ho, 2002). The maximum likelihood parameter 

estimates with standard errors and a mean-adjusted test statistic (MLM) was used as the 

estimator since it is robust to non-normality (Muthén & Muthén, 1998-2011). To 

investigate whether structural paths of interest varied by race/ethnicity and childhood 

maltreatment experience, the chi-square different test method for MLM (Satorra-Bentler) 

was used. This method consisted of computing a difference test scaling correction and 

then computing the Satorra-Bentler scaled chi-square difference test. These two steps 

were completed in Microsoft Excel.  
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CHAPTER IV 

RESULTS 

Independent Samples T-Test and Chi-Square Tests: Merged Samples 

 As previously mentioned, an independent samples T-test and chi-square tests 

were first conducted to determine if the subject pool and non-subject pool samples could 

be merged for data analyses. An independent samples T-test was conducted between the 

entire non-subject pool sample (n = 172) and an equal, random subset of the entire 

subject pool sample (n = 549), generated by SPSS, to determine if the samples were 

different on the continuous variables of interest (i.e., total impact score, DSM total score, 

adversity total score, SPTSS total score, and SPF-24 total score). The results are 

presented in Table 1. The entire subject pool sample was not used for these analyses since 

the sample size was more than one and a half times larger than the non-subject pool 

sample size, rendering the sample sizes unequal (Morgan, Leech, Gloeckner, & Barrett, 

2004).  

 The t-test indicated that the two samples were significantly different on several 

variables including total impact score, DSM total score, and total adversity score. 

However, the two samples did not significantly differ when looking at their total SPTSS 

and SPF-24 scores. Two chi-square tests were also conducted on the same merged sample 

(n = 344; i.e., the random subset and the entire non-pool sample) to determine if the 

samples were different on the categorical variables of interest (i.e., non-maltreatment 

adversity experiences and maltreatment adversity experiences). The first chi-square test 

was not significant, indicating that the subject pool and non-subject pool participants did 

not significantly differ in terms of their non-maltreatment adversity experience. The 
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second chi-square test was significant, X2 (1) = 5.32, p = .02, indicating that the subject 

pool and non-subject pool participants did significantly differ in terms of their 

maltreatment experience. Specifically, there were more individuals in the non-subject 

pool sample that reported experiencing childhood maltreatment (n = 56) compared to the 

subject pool sample (n = 37). Based on these significant results, the two samples were not 

combined, and further analyses were only conducted on individuals from the subject pool 

sample.  

Table 1. 

Independent Samples T-Test  

 Pool  Non-Pool  

 N M SD N M SD t-test Cohen’s d 

ACE Impact 136 .18 .56 147 .00 .56 2.70** .32 

DSM 172 17.76 14.62 172 8.76 10.86 6.48*** .70 

ACE Total 172 2.34 2.03 172 3.00 2.42 -2.61** .29 

SPTSS 172 3.47 5.34 172 4.02 6.12 -.89 - 

SPF-24 172 20.44 4.88 172 20.32 4.42 .241 - 

 

***p<.000, **p<.01 

 

Data Screening and Descriptive Statistics  

 Only those in the subject pool sample who indicated that they experienced at least 

one adversity (n = 437) were utilized for further data analyses. This is because, the way 

the impact score was coded, a score of zero does not indicate “no impact”. Rather, it 

means that the individual primarily rated their adversity experience(s) as neutral. 

Therefore, only individuals who reported experiencing at least one adversity could be 

included in analyses involving ACE impact. Although the entire subject pool sample 

could be used for analyses not involving ACE impact, this was decided against for the 
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sake of consistency and simplicity. 

 Data screening revealed some skewness and kurtosis (i.e., skewness and kurtosis 

absolute values greater than 2 or 7, respectively 3; Kim, 2012). The DSM total score, 

PTSD score, SPF-24, and adversity total score were skewed. Furthermore, the total 

impact score, DSM score, and adversity total score were kurtotic. This skewness and 

kurtosis is to be expected due to the nature of the variables. To check for multivariate 

normality, Mahalanobis distance was calculated for each case on the continuous variables 

of interest. There were two outliers. These individuals had statistically significant 

combinations of scores on the continuous variables of interest (i.e., ACE total score, ACE 

impact, DSM score, PTSD score, and SPF-24 score). They were retained in the sample 

since their age was within the desired range for the study. Descriptive statistics are 

provided in Table 2. Bivariate correlations among the study variables are provided in 

Table 3. 

 

 

 

 

 

 

Table 2. 

Sample Descriptive Statistics (n = 437) 

    N (%) M 

Age     19.38 

Sex      

Female    333 (76.2)  
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Sexual Orientation      

Hetero/straight    391 (89.5)  

Ethnicity      

Hispanic    303 (69.3)  

 

Non-Hispanic White    51 (11.7)  

African American    21 (4.8)  

Multiracial     21 (4.8)  

Any Maltreatment    111 (25.4)  

ACE Impact     .19 

ACE Total     2.84 

DSM     18.45 

SPTSS     16.57 

SPF-24     20.10 

 

Table 3. 

Correlation Matrix of Study Variables 

Variable 1 2 3 4 5 6 

1. Hispanic -      

2. Any Maltreatment .08 -     

3. ACE Impact -.02 -.33** -    

4. ACE Total .09* .52** -.49** -   

5. DSM -.04 .15** -.32** .33** -  

6. SPTSS -.06 .16** -.27** .31** .80** - 

7. SPF-24 .03 -.08 .31** -.28** -.45** -.38** 

 

*p<.05, **p<.01 
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Hypothesis 1: “Traditional” Measurement  

 Originally, it was hypothesized that ethnic minorities would report experiencing 

more ACEs than non-ethnic minorities when measuring ACEs the “traditional” way (i.e., 

total score). However, the two largest groups present in the data were Hispanic and Non-

Hispanic. There were 134 non-Hispanic participants. The largest groups included the 

following: 51 where non-Hispanic White, 21 were Black or African American, 21 were 

multiracial, and 14 were Filipino.  Additionally, 303 identified as Hispanic. The group 

composition was as follows: 204 participants identified as Mexican, Mexican/American, 

or Chicano/a. 96 participants identified as another Hispanic, Latino, or Spanish origin. 

Lastly, three participants identified as Cuban. As a result, analyses were performed using 

the Hispanic vs. Non-Hispanic groups. An independent samples t-test revealed a 

significant difference in ACE total scores for those who identified as Non-Hispanic (M = 

2.60, SD = 1.63) vs. Hispanic (M = 2.95, SD = 1.77); t (435)= -1.97, p = 0.049, d = .20.  

 

Hypothesis 2: ACE Type as a Moderator 

 When examining the relationship between ACEs (i.e. both impact and total score) 

and adaptive functioning by ACE type (i.e., childhood maltreatment vs. no childhood 

maltreatment experience), it was hypothesized that the relationship between ACEs (i.e. 

impact and total score) and mental health scores would be stronger for those who 

reported experiencing childhood maltreatment. This was partially supported. The first 

model, depicted in Figure 1, examined the relationship between ACEs and domains of 

adaptive functioning. ACEs were measured using a total score and impact rating score. 

One factor was created for mental health (i.e., DSM total score and SPTSS total score) 
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and the subscales of the SPF-24 were used as four distinct, non-mental health domains of 

adaptive functioning. The mental health factor and four SPF-24 subscales were the 

outcomes variables.  

 The overall model fit, suggested excellent fit to the data, x2 = 1.262, df  = 5 , p = 

0.939, CFI = 1; RMSEA = 0.000 . Next, the model was analyzed by ACE type. The 

model fit slightly changed, still suggesting excellent fit to the data, x2 = 5.824, df  = 12 , p 

= 0.925, CFI = 1; RMSEA = 0.000. See Table 5 for unstandardized path estimates by 

race/ethnicity and Figure 1 for all standardized path estimates for the model. Equality 

constraints were applied one at a time and chi-square difference tests were conducted to 

determine if there was a significant difference between the unconstrained and constrained 

models when accounting for ACE type. Constraining the ACE impact to mental health 

path to be equal for those who experienced childhood maltreatment and those who did 

not experience childhood maltreatment produced a significantly poorer fit compared to 

the unconstrained model (Satorra-Bentler Scaled Chi Square = 4.17, df = 1, p = 0.041). 

This suggests that this path differed significantly for those who experienced childhood 

maltreatment and those who did not. Specifically, for both groups (i.e., maltreatment vs. 

no maltreatment), the path coefficients were negative indicating that the lower the impact 

rating (i.e., going from positive to negative), the higher the amount of mental health 

symptoms. However, the coefficient was significantly larger for the maltreatment group.   

Figure 1. 

Multigroup Model Standardized Path Estimates by ACE Type 
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Table 5. 

Unstandardized Path Estimates by ACE Type 

 No Maltreatment Maltreatment 

 β β 

ACE Impact→Mental Health -4.03** -10.16** 

ACE Impact→Social skills .44** .56* 

ACE Impact→Social Support .74** .57* 

ACE Impact→Goal Efficacy .45** .68** 

ACE Impact→Planning/Prioritizing 

Behavior 

.43** .32 

ACE Total→Mental Health 2.34** 1.68* 

ACE Total→Social skills -.18* -.15 

ACE Total→Social Support -.21** -.22** 

ACE Total→Goal Efficacy -.14* -.07 

ACE Total→Planning/Prioritizing 

Behavior 

-.08 -.10 

 

*p<.05, **p<.01 
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Hypothesis 3: Levels of Childhood Adversity Experience  

 To examine the relationship between levels of adversity experience (i.e., low, 

moderate, and high) and adaptive functioning, three groups were created based on a study 

conducted by Seery and colleagues (2010). The “low adversity group” (n = 116) 

consisted of individuals who indicated that they only experienced one of the adversities 

in the survey. The “moderate adversity group” (n = 237) consisted of individuals who 

indicated that they experienced between 2 and 4 adversities. The “high adversity group” 

(n = 84) consisted of individuals who indicated that they experienced more than five of 

the thirteen adversities. The three adversity levels were dummy coded and moderate 

adversity was used as the reference variable. 

  It was hypothesized that those with moderate levels of adversity would have 

lower mental health scores and higher SPF-24 subscale scores than those with high or 

low adversity scores (Seery, Holman, Silver, & King, 2010).  The overall model fit, 

suggested excellent fit to the data, x2 = 1.833, df  = 5 , p = 0.872, CFI = 1; RMSEA = 

0.000 . Examination of the standardized and unstandardized coefficients revealed that the 

hypothesis was partially supported. Regarding mental health, those with moderate levels 

of adversity had significantly lower mental health scores than those with high adversity. 

However, contrary to the hypothesis, those with low levels of adversity had significantly 

lower mental health scores than those with moderate adversity. Regarding the SPF-24 

subscale scores, those with moderate levels of adversity only had significantly lower 

social support scores compared to those with high levels of adversity. Additionally, 

contrary to the hypothesis, those with low levels of adversity had significantly higher 

scores, compared to those with moderate adversity, across all four subscales of the SPF-
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24. See Table 6 for the unstandardized and standardized path estimates.     

 

 

 

Table 6. 

Unstandardized/Standardized Path Estimates  

 Unstandardized Standardized 

 β β 

Low Adversity→Mental Health -5.82** -.19** 

High Adversity→Mental Health 5.98** .18** 

Low Adversity→Social Skills .50* .15** 

High Adversity→Social Skills -.26 -.07 

Low Adversity→Social Support .56** .19** 

High Adversity→Social Support -.77** -.23** 

Low Adversity→Goal Efficacy .32* .12* 

High Adversity→Goal Efficacy -.33 -.10 

Low Adversity→Planning/Prioritizing 

Behavior 

.32* .12* 

High Adversity→Planning/Prioritizing 

Behavior 

-.19 -.06 

 

*p<.05, **p<.01 

 

 Next, the model was analyzed by ACE type. No hypotheses were made regarding 

how these relationships would change when considering ACE type or race/ethnicity. The 

model fit slightly changed, still suggesting excellent fit to the data, x2 = 3.888, df  = 12 , p 

= 0.985, CFI = 1; RMSEA = 0.000. See Table 7 for unstandardized path estimates by 

ACE type and Figure 2 for all standardized path estimates for the model. Equality 

constraints were applied one at a time and chi-square difference tests were conducted to 

determine if there was a significant difference between the unconstrained and constrained 

models when accounting for ACE type. Constraining the low adversity to social skills 

path to be equal for those who experienced childhood maltreatment and those who did 

not experience childhood maltreatment produced a significantly poorer fit compared to 

the unconstrained model (Satorra-Bentler Scaled Chi Square = 11.44, df = 1, p = 0.001). 
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This suggests that this path differed significantly for those who experienced childhood 

maltreatment and those who did not. Specifically, regardless of childhood maltreatment 

experience, compared to those with moderate adversity, those with low adversity had 

significantly higher social skills scores. However, the path estimate for the maltreatment 

group was larger.     

 

 

 

 

Figure 2. 

Multigroup Model Standardized Path Estimates by ACE Type 
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Table 7. 

Unstandardized Path Estimates by ACE Type 

 No Maltreatment Maltreatment 

 β β 

Low Adversity→Mental Health -5.63** -7.24* 

High Adversity→Mental Health 4.66 6.16* 

Low Adversity→Social Skills .49** 1.59** 

High Adversity→Social Skills -.47 -.27 

Low Adversity→Social Support .57** .58 

High Adversity→Social Support -.51 -.93** 

Low Adversity→Goal Efficacy .35* .22 

High Adversity→Goal Efficacy -.46 -.37 

Low Adversity→Planning/Prioritizing 

Behavior 

.34* .30 

High Adversity→Planning/Prioritizing 

Behavior 

-.04 -.32 

 

*p<.05, **p<.01 

 

  

 Lastly, the model was analyzed by race/ethnicity. The model fit slightly changed, 

still suggesting excellent fit to the data, x2 = 6.916, df  = 12 , p = 0.863, CFI = 1; RMSEA 

= 0.000. See Table 8 for unstandardized path estimates by race/ethnicity and Figure 3 for 

all standardized path estimates for the model. Equality constraints were applied one at a 

time and chi-square difference tests were conducted to determine if there was a 

significant difference between the unconstrained and constrained models when 

accounting for race/ethnicity. Constraining the high adversity to planning/prioritizing 

behavior path to be equal for Non-Hispanic and Hispanic students produced a 

significantly poorer fit compared to the unconstrained model (Satorra-Bentler Scaled Chi 

Square = 5.27, df = 1, p = 0.022). This suggests that this path differed significantly for 

Non-Hispanic and Hispanic students. Specifically, for the Non-Hispanic group, compared 

to those with moderate levels of adversity, those with high levels of adversity had 

significantly higher planning/prioritizing behavior scores. Conversely, for the Hispanic 
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group, compared to those with moderate levels of adversity, those high levels of adversity 

had significantly lower planning/prioritizing behavior scores.   

Figure 3.  

 

Multigroup Model Standardized Path Estimates by Race/Ethnicity  

rt5 

 

Table 8. 

Unstandardized Path Estimates by Race/Ethnicity 

 Non-Hispanic Hispanic 

 β β 

Low Adversity→Mental Health -7.86** -4.99** 

High Adversity→Mental Health 9.94** 4.96* 

Low Adversity→Social Skills .53* .49* 

High Adversity→Social Skills -.58* -.17 

Low Adversity→Social Support .93** .39* 
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High Adversity→Social Support -.95** -.77** 

Low Adversity→Goal Efficacy .38 .29 

High Adversity→Goal Efficacy -.07 -.37 

Low Adversity→Planning/Prioritizing 

Behavior 

.58* .21 

High Adversity→Planning/Prioritizing 

Behavior 

.39 -.36 

 

*p<.05, **p<.01 

 

Hypothesis 4: ACE Impact Levels 

 To examine the relationship between levels of self-reported impact (i.e., positive, 

neutral, and negative), three groups were created based on a study conducted by Graeber 

and colleagues (2013). Individuals with impact scores above .50 were classified as 

indicating a “predominately positive” impact, below -.50 were classified as indicating a 

“predominately negative” impact, and those scoring between -.50 and +.50 were 

classified as indicating a mostly “neutral” impact. The predominantly positive impact 

group consisted of 106 individuals. The neutral group consisted of 293 individuals and 

the predominantly negative impact group consisted of 38 individuals. The three impact 

levels were dummy coded and the neutral impact group was used as the reference 

variable. It was hypothesized that those who endorse ACEs as having a primarily 

negative impact on their life will score higher on the mental health measures and lower 

on the SPF-24 measure compared to those that do not (Graeber, Helitzer, Fawcett, & 

LaNoue, 2013). The overall model fit, suggested excellent fit to the data, x2 = 1.371, df  = 

5 , p = 0.927, CFI = 1; RMSEA = 0.000 . Examination of the standardized and 

unstandardized coefficients revealed that the hypothesis was partially supported. Due to 

the setup of the model (i.e., neutral impact as the reference variable), those with 

predominantly positive impact ratings were not directly compared to those with 
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predominantly negative impact ratings. Comparisons were only made between neutral vs. 

positive ratings and neutral vs. negative impact ratings. Regarding mental health, 

compared to those with neutral impact ratings, those with negative impact ratings had 

significantly higher mental health scores. Regarding the SPF-24 subscale scores, 

compared to those with negative impact ratings, those with neutral impact ratings only 

had significantly higher goal efficacy and social support scores.  See Table 9 for the 

unstandardized and standardized path estimates.  

Table 9. 

Unstandardized/Standardized Path Estimates 

 Unstandardized Standardized 

 β β 

Positive Impact→Mental Health -4.71** -.15** 

Negative Impact→Mental Health 9.20** .19** 

Positive Impact→Social Skills .43** .12** 

Negative Impact→Social Skills -.38 -.07 

Positive Impact→Social Support .63** .21** 

Negative Impact→Social Support -.76** -.16** 

Positive Impact→Goal Efficacy .46** .15** 

Negative Impact→Goal Efficacy -.47* -.10* 

Positive Impact→Planning/Prioritizing 

Behavior 

.41** .13** 

Negative Impact→Planning/Prioritizing 

Behavior 

-.37 -.08 

 

*p<.05, **p<.01 

 

 Next, the model was analyzed by ACE type. No hypotheses were made regarding 

how these relationships would change when considering ACE type or race/ethnicity. The 

model fit slightly changed, still suggesting excellent fit to the data, x2 = 5.706, df  = 12 , p 

= 0.930, CFI = 1; RMSEA = 0.000. See Table 10 for unstandardized path estimates by 

ACE type and Figure 4 for all standardized path estimates for the model. Equality 

constraints were applied one at a time and chi-square difference tests were conducted to 

determine if there was a significant difference between the unconstrained and constrained 
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models when accounting for ACE type. Constraining the positive impact to 

planning/prioritizing behavior path to be equal for those who experienced childhood 

maltreatment and those who did not experience childhood maltreatment produced a 

significantly poorer fit compared to the unconstrained model (Satorra-Bentler Scaled Chi 

Square = 5.14, df = 1, p = 0.023). This suggests that this path differed significantly for 

those who experienced childhood maltreatment and those who did not.  Specifically, 

regardless of childhood maltreatment experience, compared to those with predominantly 

neutral impact ratings, those with predominantly positive impact ratings had significantly 

higher planning/prioritizing behavior scores. However, the path estimates in the 

maltreatment group were larger. 

Figure 4.  

 

Multigroup Model Standardized Path Estimates by ACE Type  
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Table 10. 

Unstandardized Path Estimates by ACE Type 

 No Maltreatment Maltreatment 

 β β 

Positive Impact→Mental Health -3.65* -8.71** 

Negative Impact→Mental Health 6.96* 7.98* 

Positive Impact→Social Skills .38* .75* 

Negative Impact→Social Skills -.78* -.18 

Positive Impact→Social Support .55** .75* 

Negative Impact→Social Support -.94* -.38 

Positive Impact→Goal Efficacy .39** .91** 

Negative Impact→Goal Efficacy -.60* -.38 

Positive Impact→Planning/Prioritizing 

Behavior 

.29 .99** 

Negative Impact→Planning/Prioritizing 

Behavior 

-.64 -.09 

 

*p<.05, **p<.01 
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 Lastly, the model was analyzed by race/ethnicity. The model fit slightly changed, 

still suggesting excellent fit to the data, x2 = 4.375, df  = 12 , p = 0.976, CFI = 1; RMSEA 

= 0.000. See Table 11 for unstandardized path estimates by race/ethnicity and Figure 5 

for all standardized path estimates for the model. Equality constraints were applied one at 

a time and chi-square difference tests were conducted to determine if there was a 

significant difference between the unconstrained and constrained models when 

accounting for race/ethnicity. None of the constraints were significant which indicated no 

significant differences between the constrained and unconstrained models. These results 

indicate that the structural paths of interest do not vary by race/ethnicity. 

Figure 5.  

 

Multigroup Model Standardized Path Estimates by Race/Ethnicity   
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Table 11. 

Unstandardized Path Estimates by Race/Ethnicity  

 Non-Hispanic Hispanic 

 β β 

Positive Impact→Mental Health -5.37* -4.47** 

Negative Impact→Mental Health 8.60* 9.62** 

Positive Impact→Social Skills .71** .31 

Negative Impact→Social Skills -.34 -.40 

Positive Impact→Social Support .82** .54** 

Negative Impact→Social Support -1.06** -.64* 

Positive Impact→Goal Efficacy .46 .46** 

Negative Impact→Goal Efficacy -.43 -.48 

Positive Impact→Planning/Prioritizing 

Behavior 

.43 .40* 

Negative Impact→Planning/Prioritizing 

Behavior 

-.69** -.24 

 

*p<.05, **p<.01 
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CHAPTER V 

DISCUSSION 

 The current study aimed to fill the various gaps in the literature by examining the 

relationships among ACEs, multiple domains of adaptive functioning, and ethnicity, in a 

sample of young adults (i.e., ages 18-29). It was first hypothesized that when ACEs were 

measured the “traditional” way (i.e. total scores), minorities would have more ACEs than 

non-minorities (Slopen et al., 2016). As previously mentioned, this hypothesis could not 

be tested due to the lack of non-minorities in the sample. As a result, analyses were 

performed on the two largest groups present in the data (i.e., Hispanic vs. Non-Hispanic). 

This was considered exploratory since no hypotheses were made in advance about these 

two groups.  

 Although results indicated that Hispanic participants reported experiencing more 

ACEs than non-Hispanic participants, it should be noted that this was a rather small 

effect (i.e., .20) which was likely due to the sample composition. Specifically, this sample 

only consisted of those who reported experiencing at least one ACE. It could be that, 

among those who have experienced childhood adversity, the Hispanic/Non-Hispanic 

designation is not as relevant when examining ACEs. Additionally, the heterogeneity of 

these racial/ethnic categories might also be a contributor to the small effect size. In 

addition to sample composition, sample size should also be considered. It could be that 

the sample size was not large enough which resulted in the small effect size. 

 The second hypothesis was that, when examining the relationship between ACEs 

(i.e. both impact and total score) and adaptive functioning by ACE type (i.e., childhood 

maltreatment vs. no childhood maltreatment experience), the relationship between ACEs 
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(i.e. impact and total score) and higher mental health scores would be strengthened for 

those who reported experiencing childhood maltreatment (Cromer & Smyth, 2010; 

Simon, Feiring, & Kobielski Mcelroy, 2010; Grossman, Sorsoli, & Kia-Keating, 2006). 

This was partially supported since only ACE impact significantly differed when 

considering ACE type. There was a negative relationship for both those who reported that 

they experienced childhood maltreatment and those who did not. This means that as ACE 

impact score increases (i.e., from negative ratings to positive ratings), mental health 

symptoms decrease, regardless of experiencing childhood maltreatment or not. However, 

the path estimates for the maltreatment group were larger which suggests that ACE 

impact has a greater effect on reducing mental health symptoms for those who reported 

experiencing childhood maltreatment. The negative relationship is consistent with 

cognitive appraisal and “meaning making” literature. Specifically, a study regarding 

meaning-making by Cromer & Smyth (2010) also found that, when controlling for 

amount of trauma exposure, post-traumatic cognitions (i.e., negative cognitions of the 

self, about the world, and self-blame) predicted post-traumatic stress symptoms. 

Regarding the greater effect present in the maltreatment group, it could be that of the 

various types of childhood adversity, the effect of childhood maltreatment is especially 

deleterious. As a result, the way in which the maltreatment is appraised is of utmost 

importance. While there is a plethora of research dedicated to understanding the unique 

impact of various forms of childhood maltreatment (i.e., Spinazzola et al., 2014; Norman 

et al., 2012; Sugaya et al., 2012), there is a dearth of literature regarding the comparison 

of different types of childhood adversity overall (e.g., maltreatment versus non-

maltreatment adversity). 
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 The third hypothesis was that those with moderate levels of adversity would have 

lower mental health scores and higher SPF-24 subscale scores than those with high or 

low adversity scores (Seery, Holman, Silver, & King, 2010). In support of the hypothesis, 

regarding mental health, those with moderate levels of adversity had significantly lower 

mental health scores than those with high adversity. However, it is important to note that 

those with low levels of adversity also had significantly lower mental health scores than 

those with moderate adversity. Also, in partial support of the hypothesis, regarding the 

SPF-24 subscale scores, those with moderate levels of adversity only had significantly 

lower social support scores compared to those with high levels of adversity. There were 

no significant differences in the social skills, goal efficacy, and planning/prioritizing 

behavior scores. Additionally, contrary to the hypothesis, those with low levels of 

adversity had significantly higher scores, compared to those with moderate adversity, 

across all four subscales of the SPF-24.  Taken together, these findings are largely 

consistent with the dose-response relationship found in past ACE literature (Felitti et al., 

1998). That is, more adversity is related to poorer adaptive functioning.  

 The notion that those with moderate levels of adversity are “better off” than those 

with none or too much was not supported (Seery, Holman, Silver, & King, 2010). The 

primary reason for this is likely that, in the current study, data collection only occurred 

once. As a result, no trends could be analyzed. This is critical as the aforementioned 

notion of moderate adversity assumes a non-linear trend. For instance, in the Seery et al., 

(2010) study, there were five data collection points. These multiple points of data 

collection enabled them to analyze both linear and non-linear trends in regard to ACEs 

and adaptive functioning. Another important consideration is that there was no 



 48 

comparison made between those with experienced moderate levels of adversity and those 

who experienced no adversity. However, low adversity consisted of individuals who 

reported experiencing only one ACE so it is likely possible that the addition of a “no 

adversity” group would not have made that much of a difference.   

 The model used to test the third hypothesis was also used to examine the 

relationship between levels of adversity experience and adaptive functioning by ACE 

type and race/ethnicity. However, these analyses were considered exploratory given the 

limited literature in this area. Regarding ACE type, for both the maltreatment and no 

maltreatment groups, those with low adversity had higher social skills scores than those 

with moderate adversity. However, this effect was larger in the maltreatment group. This 

suggests that, for those who have experienced childhood maltreatment, having less ACEs 

has a greater impact on social skills compared to those who have not experienced 

childhood maltreatment. The relationship between childhood maltreatment and impaired 

social functioning has been established in the literature (Kinard, 1999; Alink, Cicchetti, 

Kim, & Rogosch, 2012). Additionally, it is well-established that ACEs tend to co-occur 

(Hughes et al., 2017; Chartier, Walker, & Naimark, 2010). However, less literature exists 

when it comes to examining the effects of experiencing multiple non-childhood 

maltreatment ACEs in addition to childhood maltreatment. The literature supports the 

notion that experiencing multiple ACEs is related to poorer adaptive functioning 

outcomes regardless of ACE type. However, the presence of childhood maltreatment may 

exacerbate this relationship.  

  Regarding race/ethnicity, in the Non-Hispanic group, compared to those with 

moderate levels of adversity, those with high levels of adversity had higher 
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planning/prioritizing behavior scores. In the Hispanic group, compared to those with 

moderate levels of adversity, those with high levels of adversity had lower 

planning/prioritizing behavior scores. It appears that, in the Non-Hispanic group, 

experiencing high levels of ACEs was associated with greater gains in 

planning/prioritizing behavior compared to experiencing moderate levels of ACEs. 

While, in the Hispanic group, the opposite was the case. The finding in the Non-Hispanic 

group is not in line with the ACE literature. Studies indicating that high levels of 

adversity are associated with any “benefits” in adaptive functioning could not be located. 

Conversely, the finding in the Hispanic group is more in line with the ACE literature 

since it suggests that having more adversity is associated with poorer adaptive 

functioning outcomes. In this case, the “outcome” was planning/prioritizing behavior.  

 The fourth hypothesis was that those who endorse ACEs as having a primarily 

negative impact on their life would score higher on the mental health measures and lower 

on the SPF-24 scales compared to those that do not (Graeber, Helitzer, Fawcett, & 

LaNoue, 2013). This hypothesis was partially supported since comparisons were only 

made between neutral vs. positive ratings and neutral vs. negative impact ratings. 

Regarding mental health, compared to those with neutral impact ratings, those with 

negative impact ratings had significantly higher mental health scores. This finding is 

consistent with past research. Specifically, Graeber et al., (2013) found that, while 

controlling for ACE amount, predominantly negative impact ratings predicted poorer 

current physical and mental health. Regarding the non-mental health subscale scores, 

compared to those with negative impact ratings, those with neutral impact ratings only 

had significantly higher goal efficacy and social support scores. It should also be noted 
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that compared to those with predominantly neutral impact ratings, those with 

predominantly positive impact ratings had significantly lower mental health scores and 

higher social skills, social support, goal efficacy, and planning/prioritizing behavior 

scores. These findings suggest that, compared to those with predominantly neutral impact 

ratings, those with predominantly positive impact ratings were experiencing better 

adaptive functioning across a variety of domains. Additionally, compared to those with 

predominantly neutral impact ratings, those with predominantly negative impact ratings 

were experiencing poorer adaptive functioning in the domains of mental health, goal 

efficacy, and social support. Taken together, there appears to be a relationship between 

higher impact ratings (i.e., going from positive to negative) and better adaptive 

functioning, across various domains.  

 The model used to test the fourth hypothesis was also used to examine the 

relationship between levels of impact and adaptive functioning by ACE type and 

race/ethnicity. However, these analyses were considered exploratory given the limited 

literature. Regarding ACE type, for both the maltreatment and no maltreatment groups, 

compared to those with predominantly neutral impact ratings, those with positive impact 

ratings had significantly higher planning/prioritizing behavior scores. However, the path 

estimates were larger in the maltreatment group which suggests that having a 

predominantly positive versus neutral impact rating has a greater effect on 

planning/prioritizing behavior for those who reported experiencing childhood 

maltreatment compared to those who did not. There is literature that demonstrates a 

relationship between childhood maltreatment and poorer executive functioning in 

adulthood (Nikulina et al., 2013). It could be that the way in which an individual, who 
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experienced childhood maltreatment, appraises their adversity experience can act as a 

buffer against later executive functioning issues if the appraisal is healthy (i.e., positive, 

in the context of this study). In other words, it is possible that having a predominantly 

positive impact rating acts as a buffer between ACEs and poorer executive functioning 

(i.e., planning/prioritizing behavior), especially among those who have experienced 

childhood maltreatment. Regarding race/ethnicity, the results suggest that when ACEs are 

solely measured by levels of ACE impact, there is no significant difference between 

ACEs and domains of adaptive functioning between Hispanic and Non-Hispanic young 

adults. This could be due to the sample size and composition mentioned earlier.  

 The findings of this study should be considered in light of several limitations. The 

first limitation being that analyses were only conducted on those who experienced at least 

one ACE. Therefore, any interpretations are restricted to this sub-group of young adults. 

The second limitation has to do with unequal groups within the overall sample. 

Regarding ethnicity, the racial/ethnic groups in the data were unequal: The sample was 

primarily composed of Hispanic individuals. Furthermore, non-Hispanic individuals were 

categorized in the same group. The heterogeneity of these racial/ethnic categories might 

have been a confound since the Non-Hispanic group consisted of those identifying as 

various races/ethnicities including Middle Eastern, Black, Chinese, Japanese, and 

Korean. Similarly, those identifying as “Hispanic” are not a monolith. The Hispanic 

group consisted of students identifying as Mexican, Mexican American, Chicano/a, 

Puerto Rican, Cuban, or another Hispanic. Latino, or Spanish origin. Another limitation 

was that racial/ethnic status was only used in the analyses. It is equally important to 

examine ethnic identity and relevant cultural constructs. It is possible that a commonality 
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across various racial/ethnic groups (i.e., emphasis on family) is driving the significant 

race-related findings.  

  Regarding the levels of adversity experience groups, the group sizes were also 

unequal. The moderate adversity group consisted of more than half of the entire sample 

while the high adversity group only consisted of roughly 19% of the sample. Any 

significant results found when using these groups could be due to the group size 

differences. Regarding the levels of ACE impact groups, the group sizes were also 

unequal. The neutral impact group consisted of more than half of the entire sample while 

the negative impact group only consisted of less than 10% of the sample. Therefore, any 

significant results found when using these groups could be due to the group size 

differences. Lastly, the third limitation of this study was the retrospective nature of it. 

That is, participants were asked to recall and report any ACEs that occurred before the 

age of eighteen. Retrospective reports, in general, are subject to various types of recall 

error (Glasner & Vaart, 2009).  

 Despite these limitations, the current study has several noteworthy strengths.  The 

first strength is the racial/ethnic diversity of the sample. ACE and adaptive functioning 

research does not typically consist of primarily ethnic minority participants. As a result, 

less is known about the relationship between ACEs and adaptive functioning among 

ethnic minorities. This study adds to this growing literature. The second strength of this 

study is measurement of the primary constructs (i.e., ACEs and adaptive functioning). 

ACEs were measured two different ways. Typically, ACEs are only measured in one way 

(i.e., total score). Additionally, adaptive functioning was measured across a variety of 

domains and the domain-reported findings were explored and discussed. This is also 
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uncommon in ACE and adaptive functioning research since domain-related findings are 

scarcely reported. Measuring ACEs and adaptive functioning in multiple ways was 

informative and yielded novel findings.  

 In addition to statistical significance, some of these findings also have clinical 

implications. Especially notable was the finding that ACE impact had a greater effect on 

mental health scores for those who indicated that they experienced childhood 

maltreatment. In clinical settings, if a client presents with a history of childhood 

maltreatment, it would be useful for the clinician to know how the client rates their ACEs 

as it is significantly associated with the client’s mental health. Identifying a client with 

predominantly negative or neutral impact ratings could act as a starting point for 

psychotherapy: That is, using cognitive restructuring to help the client change how they 

view their ACEs could aid in their reduction of mental health symptoms.  

 Another finding with clinical implications was that those with higher levels of 

ACEs struggled the most across the various domains of adaptive functioning. Knowing 

the number of ACEs a client has endured could assist a clinician during the process of 

treatment development. For instance, if a client has a high level of ACEs, the clinician 

could incorporate treatment components to address the clients’ social skills and 

planning/prioritizing behavior since they would likely be struggling in these areas. 

Another related finding with clinical implications was that for those who have 

experienced childhood maltreatment, having more than one ACE had a greater impact on 

social skills compared to those who had not experienced childhood maltreatment. In 

clinical settings, if a client presents with a history of childhood maltreatment in addition 

to other non-maltreatment ACEs, the clinician could emphasize social skills training in 
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therapy since this would likely be an area of struggle for the client.  

 Future studies should further explore the relationship between ACEs and adaptive 

functioning among young adults of diverse backgrounds. Specifically, the addition of 

different kinds of ACEs should be studied, especially those relevant to ethnic minorities 

(e.g., discrimination; Slavin, Rainer, McCreary, & Gowda, 1991). Also, adaptive 

functioning across a wider variety of domains would also be beneficial and informative 

since only five domains were examined in this study. Other domains could include 

emotion regulation and attentional skills. Additionally, continuing to measure ACEs and 

adaptive functioning in different ways would reveal more of the nuances of this 

relationship. For example, how does this relationship change when ACE frequency or 

severity is considered? To limit the bias of self-report, future studies should consider the 

use of multiple informants for the domains of adaptive functioning. For example, how 

does the participants’ partner rate their social skills? Are the informant ratings and 

participant ratings similar? Lastly, future studies should measure race/ethnicity in a 

variety of ways to better understand the relationship between ACEs and adaptive 

functioning across racial/ethnic groups.  

 It is apparent that the relationship between ACEs, race/ethnicity, and domains of 

adaptive functioning is nuanced and complex. This study uncovered some of these 

nuances and underscored the importance of measuring these constructs in a variety of 

ways. While understanding the effect of experiencing more ACEs is critical, this study 

demonstrated the importance of also understanding ACE impact and type among a 

racially/ethnically diverse sample of young adults.  
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